Differentiation between Reiter's syndrome (RS) and gonococcal arthritis may be difficult, since both conditions are characterised by arthritis and urethritis. Holmes and coworkers156 noted that 13 out of 23 patients who later developed RS were initially thought to have gonococcal arthritis, and both diseases are by no means virtually exclusive. Patients with culture-positive gonococcal urethritis sometimes go on suffering from an aseptic peripheral arthritis unresponsive to antiboitics. Many of them are then found to be HLA-B27 positive and then respond well* to anti-inflammatory drugs, suggesting a diagnosis of RS. While these diseases may occasionally be confused, differences in the skin lesions, the clinical course, and the presence of non-gonococcal conjunctivitis usually differentiate them eventually.
Comparison of clinical features
We have recently compared the clinical features of 123 patients with gonococcal arthritis with those of 12 patients with RS. These patients were hospitalised in Parkland Memorial Hospital, Dallas, Texas, over the five years (Tables 1, 2 Suppl. p. 56 Annals of the Rheumatic Diseases these patients. The maximum temperature for the gonococcal arthritis group was 103OF (39 4C°) compared with 101 OF (38 * 3°C) in the RS group. The incidence of chills was considerably higher in the gonococcal arthritis patients.
Eye lesions were present in 58 % of the RS patients, but only one gonococcal arthritis patient gave a history of transient conjunctivitis. Keratodermia blennorrhagica and circinate balanitis were present only in RS patients. Classical gonococcal skin lesions were noted in 55 % of such patients and in none of the RS patients. These lesions are maculopapular and pustular in nature, often with necrotic centres. Moreover, the distribution of the skin lesions was highly typical. In nearly all cases (97 %.) they were on the upper extremities, especially the arms and fingers. Lesions on the lower extremities were found in 75 % and 47 % had lesions on the trunk. Only one patient had skin lesions on the forehead. Table 4 shows the pattern of joint and periarticular disease in the two groups of patients. The average number of joints involved per patient was two in the gonococcal arthritis group as against a mean of five in RS. Forty per cent of the gonococcal arthritis patients had monoarticular arthritis compared with none of the RS patients. The incidence of oligoarticular involvement was the same in both groups. While 67% of RS patients had four or more joints affected only 9 % of the gonococcal arthritis group had polyarticular disease. Tenosynovitis was present in 45% and 25 % of patients respectively. In the gonococcal arthritis patients, however, it was predominantly of the dorsum of the hand or wrist, while in the RS patients it was exclusively of the Achilles tendon. Ten per cent of the gonococcal arthritis patients had tenosynovitis without specific joint involvement.*
JOINTS AFFECTED
The incidence of specific joint involvement in gonococcal arthritis and RS also showed some differences. Knees and ankles were affected more commonly in RS than in gonococcal arthritis, while wrists, elbows, shoulders, metacarpophalangeal, and proximal interphalangeal joints were similarly affected in the two groups. The metatarsophalangeal joints were affected more commonly in RS patients. The sacroiliac joints, lumbar spine, cervical spine, and temporomandibular joints were affected only in RS patients.
LABORATORY FINDINGS
The peripheral WBC count was slightly raised in both groups (Table 2 ). The highest count in the gonococcal arthritis group was 27 000/mm3 (27 x 109/1) and in the RS group 15 400/mm3 (15-4 x 109/1). The erythrocyte sedimentation rate (ESR) was higher in the RS patients.
The synovial fluid glucose tended to be lower in the gonococcal arthritis group (Table 3) . In some patients it was as low as 5 mg/100 ml. Most The incidence of positive culture in various sites in the gonococcal arthritis patients is shown in Table 6 . It is apparent that 44% of cultures of the cervix and 40 % of vaginal cultures were positive. The urethral and rectal cultures were positive in 24% and 23% of cases respectively. As previously mentioned, 22 % of synovial fluid cultures were positive. Interestingly, 21 % of pharyngeal cultures also were positive. Only one of 20 cultures from skin lesions and 2 % of blood cultures were positive.
Differential diagnosis
About five patients per 1000 admitted to Parkland Hospital have gonococcal arthritis. This represents about 14% of the arthritis cases seen. Most patients are young and the majority are black females. Migratory polyarthralgias are common and are often associated with chills, skin lesions, and tenosynovitis. Most patients have from one to three joints affected. Classical maculopapular or pustular skin lesions are common, especially on the extremities. Most patients respond rapidly to treatment with 10 million units of penicillin G per day for three days. No patients had any type of residual deformity.
In contrast, patients with RS, at least in Parkland Hospital, are much less common and are predominantly white males. The majority had four or more joints involved. None had monoarticular arthritis. In addition to knees, ankles, and wrist the metatarsal, phalangeal, and sacroiliac joints, as well as lumbar spine, were affected in several. Several had keratodermia blennorrhagica and circinate balanitis, and eye lesions were common. All of the white patients were positive for HLA-B27, while the two black patients were negative. The course tended to be chronic in many patients.
Our results are very similar to those of other recent series. 28'35'7'123'147'148'218'282 
